REPORT  DOCUMENTATION  PAGE 

Form  Approved 

OMB  No.  0704-0188 

Public  reporting  burden  for  this  collection  of  information  is  estimated  to  average  1  hour  per  response,  including  the  time  for  reviewing  instructions,  searching  existing  data  sources,  gathering  and  maintaining  the 
data  needed,  and  completing  and  reviewing  this  collection  of  information.  Send  comments  regarding  this  burden  estimate  or  any  other  aspect  of  this  collection  of  information,  including  suggestions  for  reducing 
this  burden  to  Department  of  Defense,  Washington  Headquarters  Services,  Directorate  for  Information  Operations  and  Reports  (0704-0188),  1215  Jefferson  Davis  Highway,  Suite  1204,  Arlington,  VA  22202- 
4302.  Respondents  should  be  aware  that  notwithstanding  any  other  provision  of  law,  no  person  shall  be  subject  to  any  penalty  for  failing  to  comply  with  a  collection  of  information  if  it  does  not  display  a  currently 
valid  OMR  control  number.  PLEASE  DO  NOT  RETURN  YOUR  FORM  TO  THE  ABOVE  ADDRESS. 

1.  REPORT  DATE  (DD-MM-YY) 

April  1999 

2.  REPORT  TYPE 

Final  Report 

3.  DATES  COVERED  (From  -  To) 

July  1998  to  July  1999 

4.  TITLE  AND  SUBTITLE 

5a.  CONTRACT  NUMBER 

Determining  Personnel  Staffing  Levels  for  General  Leonard  Wood  Army  Community 

Hosnital  Using  the  Automated  Staffing  Assessment  Model  (ASAM) 

5b.  GRANT  NUMBER 

5c.  PROGRAM  ELEMENT  NUMBER 

6.  AUTHOR(S) 

5d.  PROJECT  NUMBER 

CPT  Robert  A.  Letizio,  MSC 

5e.  TASK  NUMBER 

5f.  WORK  UNIT  NUMBER 

7.  PERFORMING  ORGANIZATION  NAME(S)  AND  ADDRESS(ES) 

8.  PERFORMING  ORGANIZATION  REPORT 
NUMBER 

General  Leonard  Wood  Army  Community  Hospital 

Fort  Leonard  Wood,  Missouri 

9.  SPONSORING  /  MONITORING  AGENCY  NAME(S)  AND  ADDRESS(ES) 

US  Army  Medical  Department  Center  and  School 

BLDG  2841  MCCS-HRA  (Army-Baylor  Program  in  Healthcare  Administration)  H 

3151  Scott  Road,  Suite  1411  / 

Fort  Sam  Houston,  TX  78234-6135  " 

;0040226  158 

UZ21 _ : _ _ _ _ _ 1 

12.  DISTRIBUTION  /  AVAILABILITY  STATEMENT 

DISTRIBUTION  A  -  Approved  for  public  release;  distribution  is  unlimited 


13.  SUPPLEMENTARY  NOTES 


14.  ABSTRACT 

Fort  Leonard  Wood  is  expecting  approximately  7,537  additional  personnel  as  a  result  of  the  Base  Realignment  and  Closure  (BRAC)  process.  The  increase 
is  approximately  23%  above  the  current  population  of  33,1 16  personnel.  The  Automated  Staffing  Assessment  Model  (ASAM)  was  used  to  forecast 
additional  personnel  requirements  for  General  Leonard  Wood  Army  Community  Hospital  (GLWACH)  in  response  to  the  BRAC  increase.  A  23%  increase 
was  applied  to  the  current  Medical  Expense  and  Performance  Reporting  System  (MEPRS)  workload  levels  within  each  hospital  service  and  specialty.  The 
results  showed  an  increase  in  staffing  requirements  of  eighty-three  personnel  (from  901  to  984),  an  increase  of  approximately  9.2%.  Ten  of  the  eighteen 
major  functions  within  the  hospital  realized  an  increase.  The  largest  percentage  increase  was  realized  in  the  Pathology  Division  (26%);  the  largest  raw 
increase  was  realized  in  the  Division  of  Primary  Care  and  Community  Medicine  (28  personnel).  Although  the  ASAM  yielded  useful  information, 
additional  data  must  be  gathered  before  the  validity  of  the  ASAM  as  a  forecasting  tool  can  be  assessed. 


15.  SUBJECT  TERMS 

Personnel  Staffing,  Automated  Staffing  Assessment  Model, 

Fort  Leonard  Wood 

16.  SECURITY  CLASSIFICATION  OF: 

17.  LIMITATION 

OF  ABSTRACT 

18.  NUMBER 
OF  PAGES 

19a.  NAME  OF  RESPONSIBLE  PERSON 

Education  Technician 

a.  REPORT 

U 

b.  ABSTRACT 

u 

c.  THIS  PAGE 

U 

UU 

26 

19b.  TELEPHONE  NUMBER  (include  area 
code) 

(210)  221-6443 

Standard  Form  298  (Rev.  8-98) 

Prescribed  by  ANSI  Std.  Z39.18 


ASAM  Staffing  Levels 


1 


Running  head:  ASAM  PERSONNEL  STAFFING  LEVELS 


Determining  Personnel  Staffing  Levels  for  General  Leonard  Wood 
Army  Community  Hospital  Using  the  Automated  Staffing 
Assessment  Model  (ASAM) 


Robert  A.  Letizio 

CPT,  U.  S.  Army  Medical  Service  Corps 
General  Leonard  Wood  Army  Community  Hospital 
Fort  Leonard  Wood,  Missouri  65473-8952 
April  1999 


DISTRIBUTION  STATEMENT  A 
Approved  for  Public  Release 
Distribution  Unlimited 


ASAM  Staffing  Levels 


2 


Acknowledgements 

I  sincerely  thank  the  following  people  for  the  personal  and  professional  support  they 
provided  me  throughout  this  six-month  study: 

\ 

Shirrell  Johnston,  Chief  of  Manpower  Management,  for  her  constant  assistance  in 
understanding  the  many  aspects  of  the  Automated  Staffing  Assessment  Model. 

Joe  Horvath,  Medical  Librarian,  for  his  superb  effort  of  ensuring  I  made  optimal  use  of  the 
great  medical  research  resources  available  both  within  and  beyond  our  facility. 

Lieutenant  Colonel  Julie  Martin,  Deputy  Commander  for  Administration,  for  serving 
untiringly  as  my  preceptor  and  mentor  throughout  this  project,  as  well  as  throughout  my  hospital 
residency. 

The  many  clinicians,  administrators,  and  support  staff  who  provided  me  with  candid 
wisdom  about  the  workload  and  staffing  process,  and  it’s  ultimate  impact  on  quality  patient  care. 


ASAM  Staffing  Levels 


3 


Abstract 

Fort  Leonard  Wood  is  expecting  approximately  7,537  additional  personnel  as  a  result  of 
the  Base  Realignment  and  Closure  (BRAC)  process.  The  increase  is  approximately  23%  above 
the  current  population  of  33,1 16  personnel.  The  Automated  Staffing  Assessment  Model 
(ASAM)  was  used  to  forecast  additional  personnel  requirements  for  General  Leonard  Wood 
Army  Community  Hospital  (GLWACH)  in  response  to  the  BRAC  increase.  A  23%  increase  was 
applied  to  the  current  Medical  Expense  and  Performance  Reporting  System  (MEPRS)  workload 
levels  within  each  hospital  service  and  specialty. 

The  results  showed  an  increase  in  staffing  requirements  of  eighty-three  personnel  (from 
901  to  984),  an  increase  of  approximately  9.2%.  Ten  of  the  eighteen  major  functions  within  the 
hospital  realized  an  increase.  The  largest  percentage  increase  was  realized  in  the  Pathology 
Division  (26%);  the  largest  raw  increase  was  realized  in  the  Division  of  Primary  Care  and 
Community  Medicine  (28  personnel). 

Although  the  ASAM  yielded  useful  information,  additional  data  must  be  gathered  before 
the  validity  of  the  ASAM  as  a  forecasting  tool  can  be  assessed. 
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Determining  Personnel  Staffing  Levels  for  General  Leonard  Wood  Army  Community 
Hospital  Using  the  Automated  Staffing  Assessment  Model  (ASAM) 

INTRODUCTION 

Conditions  Which  Prompted  the  Study 

In  accordance  with  Title  10,  138  United  States  Code  (U.S.C.),  the  Secretary  of  Defense  is 
required  to  provide  a  detailed  manpower  requirements  report  to  Congress  each  fiscal  year.  Since 
1953,  Department  of  Defense  Directives  (DoDD)  1 100.04  andl  100.2  have  required  each  Service 
to  determine  and  program  minimum  essential  manpower  requirements  based  upon  workload.  In 
addition,  DoDD  6010.13  requires  each  Service  to  use  the  Medical  Expense  and  Performance 
Reporting  System  (MEPRS)  in  capturing  uniform  health  care  cost  management  data  such  as 
workload  (MEDCOM,  1997). 

In  accordance  with  the  guidance  mentioned  above,  General  Leonard  Wood  Army 
Community  Hospital  (GLWACH)  is  conducting  a  study  to  determine  the  optimal  staffing  levels 
of  its  clinical  and  support  personnel  in  preparation  for  an  increased  beneficiary  (patient) 
population.  Fort  Leonard  Wood  is  scheduled  to  receive  the  U.S.  Army  Military  Police  School 
and  the  U.S.  Army  Chemical  School  from  Fort  McClellan,  Alabama  as  a  result  of  the  Base 
Realignment  and  Closure  (BRAC)  process.  The  two  schools  will  merge  to  create  the  Maneuver 
Support  Center  (MANSCEN)  at  Fort  Leonard  Wood  no  later  than  1  October  1999  (BRAC 
Office,  1998). 

The  creation  of  the  MANSCEN  will  bring  with  it  large  influxes  of  permanent  party 
military,  family  member,  civilian,  and  trainee  /  student  personnel.  Based  upon  estimates 
provided  by  the  Fort  Leonard  Wood  Directorate  of  Resource  Management,  the  influxes  will 
result  in  7,537  additional  personnel,  as  expressed  in  Table  I  below. 


Table  I 

BRAC  Increases  Per  Population  Group 
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POPULATION  GROUP  BRAC  INCREASE 


Permanent  Party  Military 

1,263 

Trainees  /  Students 

2,881 

Receptees 

90 

Reserves 

63 

Medical  Hold  /  Transient 

63 

Subtotal  Military  Personnel 

4,360 

DA  Civilians  /  DoD  Permanent  Party 

364 

Other  Civilians 

303 

Civilian  Trainees 

100 

Subtotal  Civilian  Personnel 

767 

Family  Members  (On-Post) 

759 

Family  Members  (Off-Post) 

1,651 

Subtotal  Familv  Members 

2.410 

Total  Personnel 

7,537 

(DRM,  1998) 


GLWACH  currently  serves  an  estimated  patient  population  of  33,116  personnel. 
Therefore,  the  total  beneficiary  population  will  increase  to  approximately  40,653  personnel  by  1 
October  1999  -  an  increase  of  approximately  23%. 

Statement  of  the  Problem 

The  challenge  facing  the  Commander  of  GLWACH,  is  determining  the  number  of 
additional  hospital  personnel  required,  by  service  and  specialty,  to  treat  an  increased  beneficiary 
population  while  maintaining  the  facility’s  mission,  “To  provide  quality  health  care  services 
in  a  coordinated,  comprehensive  and  compassionate  manner,  while  producing  highly 
trained  health  care  professionals  ready  to  deploy  to  any  contingency”  (GLWACH,  1998). 
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Although  forecasts  for  increased  staffing  requirements  have  been  made,  they  have  not  been 

validated  with  a  standardized  assessment  tool  to  justify  increased  Table  of  Distribution  and 
Allowances  (TDA)  positions. 

Literature  Review 

A  review  of  the  literature  reveals  three  basic  methods  for  determining  staffing 
requirements.  The  first  method  is  termed  the  “intuitive  method”,  also  referred  to  as  professional 
judgement.  This  is  a  very  traditional  approach,  allowing  managers  to  tailor  the  numbers  and  mix 
of  staff  based  upon  skill,  experience,  and  patient  need.  The  main  drawback  is  a  lack  of 
consistency  across  wards  and  clinics  (Clay,  1987). 

The  second  method  is  the  consultative  method”.  Two  widely-known  tools  used  in 
nursing  are  the  Telford  Method  (Telford,  1979)  and  the  Brighton  Method  (Waite  &  Hirsch, 

1986).  These  tools  both  involve  an  internal  audit  of  patient  throughput  and  dependency,  yielding 
a  workload  value.  As  with  the  intuitive  method,  the  Telford  Method  has  been  criticized  for  its 
subjective  nature  and  inconsistencies  across  wards  and  clinics.  The  Brighton  Method  combines 
both  objective  and  subjective  data  in  an  attempt  to  increase  standardization  (Arthur  &  James, 
1994). 

The  final  method  is  referred  to  as  “top-down  staffing  norms”.  The  method  is  relatively 
simple  to  employ  because  it  is  based  upon  minimum  requirements  established  by  professional 
organizations  for  given  specialties.  The  results  may  take  the  form  of  nurse  -  bed  ratios  per  shift 
per  clinic.  The  result  is  increased  standardization,  however  there  is  no  accounting  for  many  of 
the  factors  considered  under  the  intuitive  method,  mainly  staff  skill,  patient  need,  and  local 
variation  (Arthur  &  James,  1994). 

Studies  suggest  that  three  factors  are  key  in  determining  whether  a  facility  or  patient  care 
unit  has  adequate  staffing  to  ensure  quality  care.  The  first  factor  is  the  ratio  of  staff  to  patients. 
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The  second  factor  is  the  staff  skill  mix,  or  the  percentage  of  staff  who  are  RNs.  The  third  factor 
is  patient  acuity  -  a  measurement  of  the  seriousness  of  the  conditions  of  a  facility’s  /  unit’s 
patients  and  the  associated  intensity  of  nursing  resources  needed  to  care  for  them.  Accounting 
for  acuity  in  staffing  is  important  because  the  same  number  of  patients  can  require  radically 
different  amounts  of  care.  Failure  to  account  for  acuity  can  often  result  in  inadequate  staffing 
levels.  EMPOWER!,  the  California-based  managed  care  patient  advocate  organization, 
continuously  lobbies  state  government  officials  to  ensure  Health  Maintenance  Organizations 
(HMOs)  maintain  safe  medical  staffing  levels  (EMPOWER!,  1998).  Also,  the  National 
Academy  of  Sciences  Institute  of  Medicine’s  committee  on  the  adequacy  of  nurse  staffing  in 
hospitals  and  nursing  homes  refused  to  endorse  specific  laws  or  regulations  mandating  nursing 
staff  ratios  because  they  do  not  take  acuity  into  account  (Institute  of  Medicine,  1996). 

There  are  sound  reasons  for  ensuring  proper  medical  staffing.  Inadequate  staffing  levels 
can  be  extremely  hazardous  to  patient  care  and  safety.  A  1993  review  of  the  literature  on  RNs’ 
impact  on  patient  outcomes  revealed  “substantial  evidence  linking  RN  levels  and  mix  to 
mortality,  length  of  stay,  cost,  and  morbidity  outcomes”  (Prescott,  1993).  This  evidence  was 
validated  by  a  1997  study  which  found  a  great  potential  for  harm  in  mandating  nurse  staffing 
regulations  (Buerhaus,  1997).  A  1989  study  found  that  higher  levels  of  staff  per  patient  and 
higher  skill  mix  are  associated  with  a  reduced  chance  of  mortality  within  the  hospital  (Hartz  et 
al.,  1989).  A  recent  study  by  the  American  Nurses  Association  found  that  staffing  ratios  and 
skill  mix  are  significantly  related  to  increased  incidence  of  pressure  ulcers  (bedsores), 
pneumonia,  urinary  tract  infection  incurred  after  admission  to  the  hospital,  as  well  as 
postoperative  infections  (Knauf  et  al.,  1997). 

Understaffing  has  also  been  blamed  for  many  recent  deficiencies  at  Columbia  Sunrise  - 
Columbia/HCA’s  largest  hospital.  Some  of  the  more  serious  offenses  were: 
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•  Significantly  increased  nosocomial  infection  rates 

•  IV  dressings  not  changed  for  a  week  or  more 

•  Late  feedings  for  stroke  patients 

•  Delays  in  the  delivery  of  medications 

•  Errors  in  the  delivery  of  IV  medications  and  fluids 

•  Infections  and  bedsores  from  failure  to  turn  bedridden  patients  as  required 

•  Inability  to  fill  physicians’  orders  properly 
The  root  cause  of  the  above-mentioned  problems  was  the  removal  of  the  acuity  assessment  forms 
from  the  patients’  records  and  charts.  Erroneously,  managers  staffed  their  units  based  upon  the 
number  of  patients  in  beds,  regardless  of  their  respective  acuity  levels  (Profiles  of  U.S.  Hospitals, 
1996). 

What  tools  are  available  to  ensure  we  have  optimal  staffing  levels  in  our  facilities?  A 
review  of  the  literature  reveals  two  basic  methods  for  determining  staffing  ratios.  The  first 
method  is  derived  through  benchmarking  in  which  the  ratio  of  providers  to  patients  within  health 
care  organizations  is  averaged  to  achieve  a  base  line.  The  second  method  is  the  static 
mathematical  model  in  which  spreadsheets  are  used  to  develop  formulas  comprising  several 
variables  that  are  crucial  to  the  facility’s  staffing  plan. 

Benchmarking 

Kongstvedt  discusses  benchmark  staffing  ratios  in  terms  of  closed  health  plans  -  group 
and  staff  model  panel  HMOs  or  large  group  practices  with  a  high  proportion  of  managed  care 
business.  Averages  are  provided  to  help  organizations  establish  ratios,  but  he  points  out  that 
numbers  vary  depending  on  the  size  of  the  health  plan,  the  geographical  location,  and  the 
proportion  of  Medicare  enrollees.  As  a  result,  provider  -  patient  ratios  vary  widely  among 
HMOs.  A  large,  mature  closed  panel  plan,  serving  a  predominately  commercial  population. 
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enrolls  an  average  panel  size  of  1,250  patients  per  primary  care  manager  (PCM).  Larger  plans 

tend  to  have  larger  panels  in  order  to  achieve  economies  of  scale  (Kongstvedt  1996).  However,  a 

study  of  California  HMOs  found  a  much  more  robust  ratio  of  555  patients  per  PCM  (Hart,  et  al., 

1997). 

*  Another  HMO  method  for  determining  panel  size  uses  a  combination  of  benchmark  data 
and  actuarial  data.  A  ratio  of  2,000  patients  per  provider  is  uniformly  used  for  family  practice 
physicians  with  two  exam  rooms.  Likewise,  the  enrollment  numbers  of  1,400  and  1,200  are  used 
for  pediatricians  and  internists  respectively.  However,  “equivalency  factors”  which  account  for 
individuals’  age,  gender,  and  chronic  illness  are  assigned  to  each  enrollee.  Thus,  one  patient 
might  count  as  1.3  patients,  therefore  yielding  a  panel  of  fewer  than  the  standard  2000  members 
(Institute  of  Medicine,  1996). 

For  over  forty  years,  the  United  States  Army  defined  manpower  requirements  using 
various  forms  of  staffing  tools.  These  tools  included  such  processes  as  manpower  surveys, 
staffing  standards,  staffing  guides,  and  the  U.S.  Army  Medical  Command’s  (MEDCOM)  1993 
Benchmarking  System.  The  MEDCOM  Benchmarking  System  used  available  man-hour  and 
workload  data  from  MEPRS  to  develop  benchmark  times  (times  to  accomplish  a  unit  of  work  for 
each  Medical  Treatment  Facility  [MTF]  work  center)  through  correlation  and  regression  analyses 
(MEDCOM,  1997). 

The  MEDCOM  Benchmarking  System  was  based  on  the  “most  efficient  organization” 
concept.  The  most  efficient  organizations  were  those  MTFs  which  yielded  the  most  efficient 
staffing  mix  (plus  or  minus  one  standard  deviation  from  the  mean)  within  the  given  service  or 
specialty.  The  average  amount  of  provider  time  per  visit  was  established  as  the  benchmark  for 
all  MTFs.  Some  examples  were  the  Family  Practice  Clinic  with  a  benchmark  time  of  17.88 
minutes  per  visit,  or  415  visits  per  provider  per  month;  and  the  Primary  Care  Clinic  with  a 
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benchmark  time  of  10.98  minutes  per  visit,  or  709  visits  per  provider  per  month  (Johnston, 

1998). 

To  verify  the  accuracy  of  the  benchmark  data;  MEDCOM  conducted  on-site  manpower 
studies  at  each  MTF  from  1993  to  1996.  The  studies  revealed  that  the  benchmark  values  were 
good  estimates,  but  were  in  need  of  refinement  (Johnston,  1998).  As  a  result  of  the  many  flaws 
noted  in  the  Benchmarking  System,  the  process  was  redesigned  and  renamed  the  Automated 
Staffing  Assessment  Model  (ASAM)  in  February  1997.  This  static  mathematical  model  was  first 
tested  at  Brooke  Army  Medical  Center  in  San  Antonio,  Texas  before  being  applied  to  MTFs 
throughout  the  Army  (MEDCOM,  1997). 

Automated  Staffing  Assessment  Model  (ASAM! 

ASAM  is  a  static  mathematical  modeling  tool  used  to  define  MTF  manpower 
requirements  in  the  capitated  budget  managed  care  environment.  According  to  the  Office  of  the 
Surgeon  General  (OTSG),  ASAM  is  currently  the  only  officially  recognized  Department  of  the 
Army  (DA)  staffing  process  used  in  medical  TDA  work  centers.  The  goal  of  the  ASAM  is  to 
provide  MTF  commanders  with  useful  information  that  will  aid  the  development  of  various 
staffing  options  within  the  facility’s  business  plan  (OTSG,  1998). 

ASAM  determines  the  minimum  essential  requirements  in  each  medical  specialty  and 
service  within  the  MTF  using  Medical  Planning  Factors  (MPF)  and  historical  workload  data 
collected  and  validated  from  two  sources:  MEPRS  and  the  specific  MTF  itself.  MEPRS  data  is 
used  in  determining  inpatient,  outpatient,  and  ancillary  services,  while  locally  appraised  MTF 
workload  is  used  to  determine  support  and  special  program  requirements.  MTF-specific  data 
includes  an  initial  on-site  assessment  to  evaluate  locally  configured  elements,  site-specific 
missions,  support  and  special  program  functions,  and  MTF  reported  workload  and  staffing  data. 
Specific  considerations  would  include  such  data  as  Professional  Officer  Filler  System  (PROFIS) 
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requirements  and  Basic  Trainee  support  requirements.  The  model  also  assists  in  managing 
alternative  sources  of  labor  (e.g.  contracts,  direct  hire,  and  borrowed  military  manpower) 

(OTSG,  1998). 

Please  refer  to  the  Methods  and  Procedures  section  below  for  a  detailed  explanation  of 
the  various  ASAM  worksheets. 

Purpose 

The  purpose  of  this  project  is  to  determine  the  number  of  additional  hospital  personnel 
required  (if  any),  by  service  and  specialty,  to  treat  the  projected  increased  beneficiary  population. 
The  results  of  the  ASAM  projection  will  be  submitted  to  the  MEDCOM  Manpower 
Requirements  Branch  in  order  to  justify  increased  positions  for  the  FYOO  TDA. 

The  variables  to  be  used  in  forecasting  additional  requirements  are  specified  below  in  the 
ASAM  Worksheet  Explanation  of  the  Methods  and  Procedures  section. 

METHODS  AND  PROCEDURES 

As  stated  in  the  conditions  which  prompted  the  study,  the  anticipated  number  of  additional 
personnel  assigned  to  Fort  Leonard  Wood  is  7,537,  an  increase  of  approximately  23%  above  the 
current  population  level.  Accordingly,  the  FY  98  MEPRS  workload  factors  in  each  of  the  given 
activities,  wards,  or  clinics  will  be  increased  by  a  uniform  23%  for  the  purpose  of  forecasting. 

Since  the  ASAM  has  never  been  utilized  as  a  forecasting  tool,  it  is  important  to  discuss  the 
concepts  of  validity  and  reliability.  Cooper  and  Emory  (1995)  state  the  importance  of  validity 
and  reliability  in  any  measurement  tool.  They  define  validity  as  the  extent  to  which  a  test  or  tool 
measures  what  it  is  intended  to  measure,  and  reliability  as  the  accuracy  and  precision  of  the 
measurement  procedure.  Reliability  is  a  necessary  component  of  validity;  therefore  a  tool  must 
be  both  reliable  and  valid  before  it  can  meet  validity  constraints  (p.  148-155).  The  extensive 
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three-year  data  collection  effort  by  MEDCOM  prior  to  fielding  the  ASAM,  produced  detailed, 
standardized  formulas  for  determining  proper  staffing  levels  under  various  internal  and  external 
factors.  For  this  reason,  the  ASAM  is  considered  to  be  a  reliable  tool  for  determining  MTF 
staffing  levels.  However,  not  until  after  the  additional  personnel  have  actually  arrived  on  Fort 
Leonard  Wood,  and  have  used  the  hospital's  services  for  a  period  of  time  may  we  begin  to  gather 
data  on  the  validity  of  the  ASAM  as  a  forecasting  tool. 

ASAM  Worksheet  Explanation 

The  following  explanation  details  the  data  /  information  represented  on  the  ASAM 
worksheet.  The  GLWACH  worksheets  consist  of  twenty-two  columns,  which  contain  various 
data  critical  to  the  staffing  level  authorizations  within  the  facility.  Please  refer  to  Appendix  A 
for  the  completed  worksheet  for  GLWACH.  The  specific  column  explanations  are  as  follows: 


Column  (AL  PARA 

The  TDA  paragraph  number  of  the  function  /  position  reflected  in  ASAM  Column  (C). 
Column  (BL  MEPRS 

The  MEPRS  account  code  for  the  function  /  paragraph  number. 

Column  (CL  FUNCTION 

The  affected  MTF  work  center  title. 

Column  (DV  WKLD  FACTOR 

The  abbreviated  title  for  the  MEPRS  workload  being  assessed  and  /  or  Positional  & 
Directed  (P  &  D)  Requirements.  Positional  &  Directed  Requirements  are  part  of  the  “Open  the 
Door”  costs  and  are  not  earned  based  on  workload.  These  positions  are  required  because  of  the 
necessary  foundational  structure  of  the  MTF,  or  are  required  by  law.  An  example  would  be  the 
MTF  Commander,  who  is  required  regardless  of  the  size  or  workload  of  the  MTF. 
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Columns  fEl  &  (Ft:  REO  &  AUTH 

The  baseline  TDA  Requirements  and  Authorizations.  Positions  used  in  the  model  after 
aligning  the  proper  MEPRS  code  to  TDA  positions  for  the  indicated  function. 

Column  TGI:  WKLD 

Represents  the  monthly  average  workload  downloaded  from  the  appropriate  data  source 
such  as  MEPRS  or  the  Composite  Health  Care  System  (CHCS).  This  information  is  specific  to 
the  facility  and  may  be  based  on  data  such  as  the  number  of  clinic  visits  or  prescriptions  filled 
per  month. 

Column  (H):  MPF 

The  Medical  Planning  Factor(s).  The  MPF  is  the  amount  of  time  allotted  to  a  provider  to 
conduct  a  clinic  visit.  It  is  derived  from  the  average  amount  of  time  for  the  visit  plus  the  relative 
value  of  time  for  a  patient  visit,  continuing  education,  ward  rounds,  as  well  as  military  and 
administrative  functions.  For  example,  an  average  face-to-face  patient  visit  may  take  fifteen 
minutes,  however  the  provider  may  only  be  able  to  conduct  three  visits  per  hour  due  to  other 
administrative  duties. 

The  factor  is  then  applied  to  each  clinic  visit  to  determine  the  amount  of  providers  needed. 
The  MPFs  are  facility-specific  based  upon  historical  and  actual  time  associated  with  reported 
manpower  and  workload. 

Column  (Ik  MPF  PROV  YIELD 

The  yield  of  providers  earned,  as  determined  by  the  formula: 

Columns  (G)  x  (H)  / 145.0  hours  (man-hour  availability  factor) 

Column  (J):  ADD  (B AQ  /  BBBA)  &  OTSG  CONSLT 

The  additional  requirements  earned  through  MTF  specific  workload  as  generated  within  the 
unique  work  center.  “BAQ”  and  “BBBA”  are  MEPRS  codes  representing  Infectious  Disease 
and  Cardiovascular  Thoracic  Surgery  respectively. 

Column  (KV  PROV  READI FTR  ADD 

The  total  number  of  provider  personnel  earned  for  readiness  purposes,  as  determined  by  the 


formula. 
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Total  Monthly  Hours  of  Readiness  Training  or  Hours  Deployed  / 145.0  hours 

Column  (LV  PROVREO  YIELD 

The  total  provider  requirements  earned  by  effort,  readiness,  and  MTF  specific  additive(s) 
as  determined  by  the  formula: 

Columns  (I)  +  (J)  +  (K) 


Column  flVD:  PROVSPT  RATIO 

The  ratio  of  support  personnel  earned  per  provider.  This  ratio  only  applies  to  “B  accounts” 
(MEPRS  outpatient  clinic  data)  and  is  unique  to  each  function,  thus  allowing  flexibility  in  the 
amount  of  nurses,  paraprofessionals,  and  administrative  personnel. 

Column  (NT  MPFSPT  YIELD 

The  number  of  support  staff  earned  based  on  workload,  as  determined  by  the  formula: 

Columns  (G)  x  (H)  / 145.0  hours 
OR 

The  number  of  support  staff  earned  based  on  number  of  providers  earned,  as  determined  by 
the  formula: 

Columns  (L)  x  (M) 

The  formula  used  is  dependent  upon  MEDCOM  guidance,  which  directs  how  each  activity 
will  determine  its  support  staff  requirements. 

Column  (Of  SPT  READI FTR  ADD 

The  total  number  of  support  personnel  earned  for  readiness. 

Column  (PV  DECENT  APPT  CLK  ADD 

The  total  number  of  appointment  clerks  needed,  as  determined  by  the  formula: 

[{Column  (G)  *  3}  /  60]  / 145 


Column  (Ok  SPT  REPS  YIELD 


The  total  number  of  support  personnel  earned  by  workload  and  readiness,  as  determined  by 


the  formula: 
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Columns  (N)  +  (O) 


Column  (RV  ASAM  REPS  YIELD 

The  total  requirements  earned  including  providers,  support,  and  readiness  personnel,  as 
determined  by  the  formula: 

Columns  (L)  +  (P) 

Column  fSi:  OUTSIDE  MODEL  LOCAL  ADDITIVE 

The  numbers  of  requirements  that  exceed  the  model  workload  yield.  This  amount  is 
assessed  through  a  local  MTF  appraisal. 

Column  m:  NOTE  CODE 

The  “alpha”  or  numeric  code  identifying  the  local  condition  affecting  the  specific  work 
center.  The  code  is  then  expressed  as  a  footnote  at  the  bottom  of  the  worksheet  printout. 

Column  (TJT  TOTAL  MODEL  REP’S 

The  aggregate  yield  of  provider,  support,  and  readiness  personnel,  as  determined  by  the 
formula: 

Columns  (Q)  +  (R)  +  (S) 

The  resulting  number  becomes  the  documented  figure  on  the  TDA. 

Column  (Vi:  REO’S  DELTA 

The  delta  between  the  documented  baseline  TDA  requirements  and  the  total  model 
requirements  earned,  as  determined  by  the  formula: 

Columns  (U) -(E) 

A  minus  (-)  represents  a  loss  in  requirements,  while  a  plus  (+)  represents  a  valid  need.  A 
need  may  be  met  by  shifting  requirements  from  other  work  centers  where  a  loss  has  occurred. 

Recommended  FTR  Breakout 


Upon  completion  of  the  ASAM  worksheet,  the  model  generates  a  recommended  “Full 
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Time  Requirement”  breakout  by  category  (i.e.  providers,  nurses,  paraprofessionals,  and  clinical 
support  personnel)  for  all  clinical  activities  within  the  hospital.  It  is  important  to  note  that  the 
breakout  is  simply  a  recommended  structure  -  it  is  not  a  mandatory  staffing  directive.  Please 
refer  to  Appendix  B  for  the  recommended  breakout  for  the  GLWACH  clinical  activities.  The 
specific  column  explanations  are  as  follows: 

Column  (AT  PARA 

The  TDA  paragraph  number  of  the  function  /  position  reflected  in  ASAM  Column  (C). 
Column  (BV  MEPRS 

The  MEPRS  account  code  for  the  function  /  paragraph  number. 

Column  (CV  FUNCTION 

The  affected  MTF  work  center  title. 

Column  (DV  PROVtCAT  l) 

The  number  of  providers  (Category  1  staff)  required,  as  determined  by  the  formula: 

Column  (L)  from  previous  worksheet  *  CAT  1  % 

Column  (EV  DIRECT  CARE  PROV  fCAT  2} 

The  number  of  direct  care  providers  (Category  2  staff)  required,  as  determined  by  the 
formula: 

Column  (L)  from  previous  worksheet  *  CAT  2% 


Column  (FT  NURSE 

The  number  of  nurses  (Category  3  staff)  required,  as  determined  by  the  formula: 

Column  (P)  from  previous  worksheet  *  CAT  3% 

Column  (Gk  DIRECT  CARE  P/PROF 

The  number  of  direct  care  paraprofessionals  (Category  4  staff)  required,  as  determined  by 


the  formula: 


ASAM  Staffing  Levels 


19 


Column  (P)  from  previous  worksheet  *  CAT  4% 

Column  ffD:  CLINIC  /  ADMIN  SUPPORT 

The  number  of  clinical  support,  admin  support,  and  logistic  personnel  (Category  5  staff) 
required,  as  determined  by  the  formula: 

Column  (P)  from  previous  worksheet  *  CAT  5% 

Column  (tt:  TOTAL  EARNED  PROV 

The  total  number  of  providers  earned,  as  determined  by  the  formula: 

Columns  (D)  +  (£) 


Column  (T):  TOTAL  EARNED  SPT 

The  total  number  of  support  personnel  earned,  as  determined  by  the  formula: 

Columns  (F)  +  (G)  +  (H) 

Column  (KT  TOTAL  EARNED  FTR’S 

The  total  number  of  full-time  requirements  earned,  as  determined  by  the  formula: 

Columns  (I)  +  (J) 


Requirements  Summary 

The  ASAM  also  generates  a  summary  sheet  which  combines  each  department’s  /  division’s 

data  into  an  aggregate  total.  This  sheet  allows  the  MTF  Commander  to  understand  the  total 

impact  of  the  personnel  changes  to  the  facility.  Please  refer  to  Appendix  C  for  the  GLWACH 

summary  sheet.  The  specific  column  explanations  are  as  follows: 

Column  (AT  MODEL  PART  /  PAGE 

The  specific  part  /  page  where  the  data  from  a  function  may  be  found. 

Column  (B):  FUNCTION 

The  specific  department,  division,  or  activity  within  the  facility. 
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Columns  (O  &  (DV  REO&AUTH 

The  baseline  TDA  Requirements  and  Authorizations;  positions  used  in  the  model  after 
aligning  the  proper  MEPRS  code  to  TDA  positions  for  the  indicated  function. 

Column  (EV  READINESS  REP’S  ADDITIVE 

The  total  number  of  provider  personnel  earned  for  readiness  purposes. 

Column  (FV.  ASAM  REO’S  YIELD 

The  total  requirements  earned  including  providers,  support,  and  readiness  personnel. 

Column  (GV  OUTSIDE  MODEL  ADDITIVE 

The  numbers  of  requirements  that  exceed  the  model  workload  yield. 

Column  (HV,  TOTAL  MODEL  REP’S 

The  aggregate  yield  of  provider,  support,  and  readiness  personnel.  The  resulting  number 
becomes  the  documented  figure  on  the  TDA. 

Column  riV,  REP’S  DELTA 

The  delta  between  the  documented  baseline  TDA  requirements  and  the  total  model 
requirements  earned.  A  minus  (-)  represents  a  loss  in  requirements,  while  a  plus  (+)  represents  a 
valid  need. 
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RESULTS 

Increasing  the  MEPRS  workload  factors  within  each  hospital  function  by  23%,  yielded 
staffing  increases  as  expressed  in  Table  II  below: 


Table  H 

ASAM  Staffing  Increases  Per  Hospital  Function 


FUNCTION 

PREBRAC 

STAFFING 

POST-BRAC 

STAFFING 

INCREASE 

(RAW) 

INCREASE 

(%) 

Command  &  Special  Staff  Section 

30 

27 

-3 

-10.0 

Surgery  Division 

73 

83 

10 

13.7 

Anesthesiology  &  Op  Services 

30 

34 

4 

13.3 

Primary  Care  &  Community  Med 

191 

219 

28 

14.7 

Nursing  Operations  Division 

96 

109 

13 

13.5 

PERTS 

9 

10 

1 

11.1 

Behavior  Medicine  Division 

39 

46 

7 

17.9 

Radiology  Division 

37 

38 

1 

2.7 

Pathology  Division 

43 

54 

11 

25.6 

Pharmacy  Division 

32 

37 

5 

15.6 

Logistics  Division 

117 

117 

0 

- 

Patient  Administration  Division 

61 

61 

0 

- 

Human  Resource  Division 

16 

16 

0 

- 

Nutrition  Care  Division 

45 

51 

6 

13.3 

Resource  Management  Division 

14 

14 

0 

- 

Automation  Management  Division 

17 

17 

0 

- 

Managed  Care  Division 

19 

19 

0 

- 

Preventive  Medicine  Division 

32 

32 

0 

- 

Total  Personnel  901  984 

Total  Additional  Personnel  83  9.2% 


As  shown,  the  net  personnel  increase  for  GLWACH  is  eighty-three,  or  approximately  a 
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9.2%  increase  from  the  pre-BRAC  staffing  level  of  901  personnel.  Of  the  eighteen  major 
functions  within  the  hospital,  ten  experienced  increased  requirements.  The  largest  percentage 
increase  is  the  Pathology  Division  (25.6%);  the  largest  raw  increase  is  the  Division  of  Primary 
Care  and  Community  Medicine  (28  personnel).  Only  the  Command  and  Special  Staff  Section 
experienced  decreased  requirements  due  to  the  elimination  of  three  positions. 

DISCUSSION 

It  is  important  to  note  that  the  MEPRS  workload  factors  are  but  one  of  many  variables 
considered  within  the  model,  as  evidenced  by  the  fact  that  the  23%  workload  increase  did  not 
increase  service  or  specialty  requirements  within  the  hospital  by  the  same  amount.  For  example, 
the  constraints  of  the  model  may  consider  that  an  Internal  Medicine  Practitioner  (from  the 
Division  of  Primary  Care  and  Community  Medicine)  can  treat  thirty  patients  per  day.  If  our 
Internal  Medicine  Practitioners  are  currently  treating  only  twenty  patients  per  day,  then  the  23% 
workload  increase  will  raise  the  number  to  only  twenty-four  patients  per  day,  which  is  not 
enough  to  warrant  additional  requirements. 

The  assumption  of  this  project  is  that  the  increased  patient  utilization  of  each  activity  will 
not  differ  significantly  from  the  increased  number  of  beneficiaries  who  are  covered  by  the 
activity.  However,  there  are  several  factors  which  could  alter  the  forecasted  workload  increase 
for  a  particular  clinic  or  service.  Two  examples  are  TRICARE  enrollment  and  health  care 
demand. 

TRICARE  Enrollment 

A  policy  memorandum  from  Dr.  Stephen  Joseph,  Acting  Assistant  Secretary  of  Defense 
for  Health  Affairs,  outlined  the  “TRICARE  Prime”  doctrine  in  accordance  with  Title  10,  138 
U.S.C.  The  doctrine  states  first  priority  of  care  goes  to  active-duty  members,  second  priority 


ASAM  Staffing  Levels  23 

goes  to  other  TRICARE  Prime  enrollees,  and  last  priority  goes  to  non-TRICARE  Prime  patients 

(Joseph,  1996).  Some  of  the  new  Fort  Leonard  Wood  personnel  who  are  eligible  to  enroll  in 

TRICARE  Prime  may  not  choose  to  do  so.  Therefore,  they  will  only  be  treated  at  GLWACH  on 

a  space-available  basis.  Conversely,  personnel  who  are  currently  not  in  TRICARE  Prime  may 

choose  to  enroll  in  the  program,  thereby  increasing  the  GLWACH  enrolled  population. 

Personnel  who  do  enroll  in  “TRICARE  Prime”  may  choose  either  a  family  practice  option 
or  a  multi-specialty  option.  Those  choosing  the  family  practice  option  will  have  all  their 
family’s  primary  care  needs  met  by  a  family  practice  PCM.  Those  choosing  the  multi-specialty 
option  will  have  their  family’s  primary  care  needs  met  by  an  internal  medicine  PCM,  and  their 
pediatric  and  OB/GYN  needs  will  be  met  by  the  respective  specialists.  Currently,  of  the  19,600 
enrolled  beneficiaries,  10,450  (or  53.3%)  are  covered  by  Family  Practice,  while  9,150  (or  46.7%) 
are  covered  by  multi-specialty  services  (DPCCM,  1999).  It  is  possible  that  a  disproportionately 
large  percentage  of  the  new  personnel  will  desire  either  option.  A  large  percentage  of  Family 
Practice  enrollees  could  result  in  a  significant  workload  increase  in  the  Family  Practice  Clinic, 
with  only  a  marginal  workload  increase  in  the  Internal  Medicine,  OB/GYN,  and  Pediatric 
Clinics.  A  large  percentage  of  multi-specialty  enrollees  could  have  the  opposite  effect. 

Health  Care  Demand 

It  is  very  difficult  to  predict  the  future  health  care  demands  of  a  large  population, 
especially  a  population  that  has  not  yet  arrived.  For  this  reason,  the  assumption  must  be  made 
that  the  demand  will  not  be  significantly  different  than  that  of  the  current  assigned  population. 
However,  factors  such  as  fitness  level,  health  status,  work  environment,  stress  level,  illness 
acuity,  and  propensity  to  seek  medical  care  are  traits  which  are  unique  to  each  beneficiary,  and 
could  either  raise  or  lower  demand. 

Health  promotion  and  disease  prevention  efforts  are  crucial  in  reducing  demand  for  health 
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care  services.  Initiatives  in  our  Health  Promotions  Center  and  Clinic  may  increase  the  health 
status  of  the  population,  thereby  decreasing  demand  for  primary  and  specialty  services. 
GLWACH  will  also  institute  a  Telephone  Nurse  Triage  (TNT)  “help-line”  to  provide  phone 
consults  for  patients  requesting  a  same-day  appointment  with  their  PCM.  Preliminary  estimates 
show  a  possible  avoidance  of  9,000  emergency  room  visits  and  8,187  clinic  visits  per  year 
(DCCS,  1999). 


CONCLUSION  &  RECOMMENDATIONS 

The  Automated  Staffing  Assessment  Model  yielded  useful  information  to  the  leadership  of 
General  Leonard  Wood  Army  Community  Hospital.  The  main  utility  of  this  project  is 
determining  the  appropriate  staffing  levels  to  ensure  the  GLWACH  staff  is  prepared  for  the 
additional  patient  population  and  subsequent  workload  increase.  The  additional  personnel 
requirements  determined  by  the  ASAM  were  submitted  to  MEDCOM  in  January  of  1999  to 
obtain  required  positions  on  the  FY00  TDA.  If  the  positions  are  approved,  I  recommend  the 
GLWACH  Governing  Board  authorize  the  recruitment  of  additional  personnel  no  later  than  May 
of  1999  -  six  months  before  the  effective  date  of  the  TDA. 

As  stated  previously,  not  until  after  the  additional  population  arrives  at  Fort  Leonard  Wood 
may  we  truly  assess  the  validity  of  the  ASAM  as  a  forecasting  tool.  At  that  time,  we  will  adjust 
our  staffing  levels  to  meet  the  health  care  needs  of  our  beneficiaries. 
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AUTOMATED  STAFFING  ASSESSMENT  MODEL  (ASAM)  -  BEDDED  FACILITY 


•VIDER  REQS  MAY  BE  CHANGED  TO  SUPPORT  REQS  ( 1  FOR  1),  BUT  NOT  VICE  VERSA. 
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PATHOLOGY  DIVISION  I  direct  direct  clinic/ 
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FT  LEONARD  WOOD  MEDDAC _  CARE  CARE  ADMIN  TOTAL 
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APPENDIX  C 


WORKLOAD  REPORTING  PERIOD: 
FY97(JUL-SEP)-FY98(OCT-JUN) 
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OVERALL  REDUCTION  -  PERCENTAGE  llllSiil  -2.9% 

NON-MEDICAL -ACTUAL  374  288 

NON-MEDICAL  -  PERCENTAGE  ]  39.1%  |  29.3% 

(NON-MEDICAL  =  PARTS  2,7,12-19) 


